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Idioventricular rhythm (rate less than 100/minute) occurred in 35 out of 224 patients (15.6%) during thefirstday andin 13out of192patientsnotreceiving treatment on the second day (6.8%). This arrhythmia was frequently preceded by late ventricular extrasystoles, which often showed variation of their coupling intervals to the preceding QRS. Double ventricular extrasystoles separated by 2600 ms were also precursors of idioventricular rhythm. Idiovetitricular rhythm at times could be described as an escape rhythm, but on other occasions it was undoubtedly an accelerated rhythm. Spontaneous changes in the idioventricular cycle length were frequent on single one-minute electrocardiographic recordings. The rate of the dominant rhythm in patients with episodes of idioventricular rhythm was significantly slower than the heart rate of patients without .his arrhythmia. Idioventricular rhythm was tore frequent in patients with inferior infarction.
Idioventricular rhythm sometimes preceded ventricular tachycardia but there was only a significant association between ventricular tachycardia and idioventricular rhythms with rates of over 75/minute. Irregular idioventrcular rhythmfrequently accelerated to ventricular tachycardia. It is suggested that the term benign idioventricular rhythm be reservedfor those rhythms below 75/minute, and that the term rapid idioventricular rhythm should be usedfor rhythms between 75 and 120/minute. The rate of idioventricular rhythm is related to the probability of development of life-threatening ventricular arrhythmias during the first 48 hours after myocardial infarction. Idioventricular rhythm and ventricular tachycardia 100 to 120 beats a minute (Rothfield et al., 1968;  are not clearly separated in many early analyses of Norris et al., 1970; De Soyza et al., 1974a) . the arrhythmias occurring after acute myocardial
In this study the importance of these 'slow'
infarction (Julian, Valentine, and Miller, 1964; ventricular coupling intervals of each form of extrasystole were used in this paper, idioventricular rhythms and measured separately. Uniform ventricular extrasystoles ventricular tachycardias were difficult to distinguish, .which had more than 100 ms variation in their coupling since either rhythm could often end with cycles that intervals were described as variable coupled extra-were longer or shorter than the predominant cycle systoles. All recordings were examined for parasystole of the rhythm. In any individual patient the contour (Scherf and Schott, 1953) . Ventricular extmsystoles that occurred on or after the P wave of the succeeding sinus of the two rhythms was often similar, and they were beat have been called late ventricular extrasystoles. Two often associated with ventricular extrasystoles of successive extrasystoles separated from each other by similar shape. >600 ms and ventricular bigeminy lasting for at least
The average heart rate of the patients with a minute were recorded separately. idioventricular rhythm was 69-9 per minute (SD -The diagnosis of myocardial infarction was made 13.9) and this was significantly slower than the electrocardiographically and confirmed by serum average heart rate of patients without this arrhyenzyme tests (Blackburn et al., 1960 ; Goldberg and thmia on the first day after infarction (78.4 SD Winfield, 1972) . The location of infarction was de-15-2-t=3-3, P<0O01). Idioventricular rhythm scribed as anterior, inferior, septal, or lateral or any combination of these (Talbot et al., 1973) . The time of was associated with inferior infarction. There were onset of infarction was determined from the clinical 88 patients with inferior infarction (37.7%), and history and emination in conjunction with the results of these, 21 had at least one episode of idioventriof three serum enzyme tests on consecutive days. If cular rhythm. However, there were 136 patients these were conflicting a further history was taken to with infarction in areas other than the inferior wall elucidate if and when one or more infarctions had of the heart and of these only 14 had idioventricular occurred.
rhythm (X2=6X4, P < 0-05). It appeared that the association of idioventricular rhythm and inferior Results infarction was the result of a parallel association with bradycardia, because there was no association On the first day after infarction 35 out of 224 of any ventricular rhythms with the site of infarcpatients had one or more episodes of idioventricular tion if only patients with heart rates between 75 rhythm. Thirty-two patients received treatment for and 100 a minute were considered. ventricular tachycardia or ventricular fibrillation and, Ventricular extrasystoles which preceded idio- ventricular rhythm showed a number of charac-ventricular extrasystoles. The pauses could be the teristic features (Table 2) . Late ventricular extra-result of sinus arrhythmia, atrial extrasystoles, or systoles were the most frequent precursors of idio-sinus slowing after one ventricular extrasystole ventricular rhythm (Fig. 1, 2, and 3 ). These extra- (Fig. 4) . systoles could have fixed coupling intervals but Double ventricular extrasystoles, separated by often they had variable coupling intervals, parti-more than 600 ms were associated with idiovencularly in association with faster and irregular tricular rhythm ( Fig. 2 and 3) . Ventricular bigeminy idioventricular rhythms.
occurred both before and after idioventricular The variation of coupling intervals was often, but rhythm. After lignocaine therapy for ventricular not always, restricted to the end of electrical diastole tachycardia, the rhythm was sometimes converted to ( Fig. 2 and 3) . Idioventricular rhythm associated idioventricular rhythm before it finally disappeared with ventricular tachycardia was more often fol-or changed to ventricular bigeminy. lowed or preceded by ventricular extrasystoles Fusion beats were obvious in 15 patients with which varied throughout electrical diastole. How-idioventricular rhythm (Fig. 2 ), but were also found ever, if the rate of the dominant rhythm was rapid, alone or in association with variable coupling, electrical diastole was so reduced that even 'late' double ventricular extrasystoles, and late ventriventricular extrasystoles were also close to the T cular extrasystoles. Parasystole was detected in two wave. In such cases, though variation of coupling one-minute electrocardiographic recordings, but intervals was often obvious, such extrasystoles have only one of the two patients had idioventricular to be described on the criteria used earlier as having rhythm. However, short episodes which could have fixed coupling (Fig. 4) . Extrasystoles which occurred been interpreted as parasystole or parasystolic after a long sinus pause (escape beats) were also ventricular tachycardia were often preceded by or associated with idioventricular rhythm and late followed unprotected idioventricular rhythm.
group.bmj.com on June 26, 2017 -Published by http://heart.bmj.com/ Downloaded from (Watanabe, Pamnta, and Dreifus, 1973;  protected and the rhythm is comparable to an Watanabe, 1971 ). However, they could still be the escape rhythm in a patient with heart block, result of enhanced automaticity and re-entry, However, the lack of protection may not be abso-respectively. Likewise, the relation between idio.. lute even in a one-minute recording, so that parts of ventricular rhythm and ventricular tachycardia does the rhythm may resemble parasystolic ventricular not prove that these arrhythmias are the result of tachycardia (Ghung et al., 1965 
